MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA .
rimary Registration District No. _\5__0 0 =« gistrar's No.

DO NOT WRITE NDED
ON THIS STUB AMENDE
1. PLAGE OF DEATH 7 2, USUAL RESIDENCE {Where decessed lived. If institution: Residence before
VS 300 B a. COUNTY St- LO'D.’.B a. STATE I b. COUNTY admizsion)
Rev. 4/59 % b. col‘ll;r (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CC|JTY Inside Limits
R
3 TOWN  Florisdant 7 yeoals TOWN Florigsant v @Ko
1 4/0 : <. ;Lg.épl;ﬂTA.ATEogF {1f NOT in hospital, give location) .1 Inside Limits d. :TREEE'I‘;'S {If cutsida, give location) Reside on Farm
_L-L- DDOR
. = INSTITUTION Y N Y
2, .| Z stition 1023 St. Denis St. =G No DD 1023 St. Denis St. mQ N &~
Z 3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
3 {F int) OF
Ype or prin
- TURNER GORDON STOKES oeati  Dee. 12, 1962
2] 5.Ms§i 6. COLOR OR RACE 7. Morried £X . Never Married [ [8. DATE OF BIRTH | ?- AGE {last birthday) [If UNhDER IDYEAR 1: UNDER 24 HR
Widowed Divorced Months ays ours Min,
5 e ¥hite owsd O 0 | 1.16-18%| 66 |
——-——L-— 10a. USUUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INMDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
& w uring most of wprking life, even if retired)
z dhi®spracter Chiropractic Crocker, Mo.
7 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
2 ® -
- 0 William Stokes sl Connersa Helen
z W) 15, WAS DECEASED EVER IN U.5. ARMED FORCES? . 17. INFORMANT ﬁ
| Yes, or wnknown} | (If mrl war or dates of servig 102 st Bniﬁ
2 = 18, CAUSE OF DEATH (Enter only ¢ne cavse per line ror oy oo cn INTERVAL BETWEEN
10 E PART {. DEATH WAS CAUSED BY: -l d . ONSE_T AND DEAT
g S g IMMEDIATE CAUSE (8} (J’MWM M&M’W\/L m%mué;
11 o} .
SRR C Vot e
12 & | o Conditions, 1f any, DUE TO (b} ISt Aty Ue g A
22 — 2 |w»n 5 which gave rise to
=2 ashove cause {a), . -
13 £z stating the under- g
Iying ceuse last. DUE TO (c) I,CW N
% Cz> PART 1. QTHER SIGNIFICANT CONDITIO "CONTRIBIJTING TO DEATH but not related to the terminal PART [1l. If * decesse was famale was
= diseaze candition given in PART | there a prednancy in last 90 days.
hd <
¥ A1 N Unk
E gi . -lElellljo.]Dnnovvn
s = | 1%, WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART il of item 18.)
b x PERFORMED a fu] O
= © YES {1 NO
-
= & | 20c.TME OF  Hour  Month, Day, Vear
- 3 INJURY am.
g p.m.
20d, INJURY OCCURRED 20e, PLACE OF INJURY (o.g., in or sbout home, | 20. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bldg., etc.)

NOT WHILE AT WORK [J

USE BLACK INK
OR
TYPEWRITER RIBBON

[m] ry 2
é " v 2, I attencied the decessed from_Lu:&CL 1o. - - 2, and last “""Jh.i: alive on /.:Z '/2 - / 9 é.L
9 Duih occurred  at. j—j; FA{ m on the date stated above, and to the best of my knowledge, from the causes stated.
=2 w v
226 TURE (Degree titl . 22b, ADDRESS 22¢c. DATE SIGNED

¢ o b b /755 . Koo .
& = - A a2 12362

- ~>7. T3a. 2ugg\¢, CTEMA]{IV?N 23b. Sate T43: NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) (State)

0 )

g T Barial” 12-17-1962 Memorial Park Cemete Bt. Louia Co,, Mo,
= < 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S _SIG_FIATURE.
i > S
= % | The Florissant Mortuary, Floriseant, Mo.| /2-/4/~ LA

{Licensad Embalmer’'s Ststement on Reverse Sida)
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STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

-or by Student Embalmer No.

Student

Signature of Student Embalmer

Licensed Embalmer No._ U066
P. O. Address Plorisgant, Mo, —

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

> e - . -

working under my personal supervision. % %W
Signed./ (’/ . ‘/ 6/



